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Name of Area Program  
Name of Person Submitting Request  
Mailing Address  
  
Telephone Number  (Please Circle Y-yes or N–no) 
Base Billing Provider No. (optional)   Provider Specific:  (Y/N) 
Attending Provider No. (optional)  Attending Pvdr Specific: (Y/N) 
Client Number (optional)  Client Specific:       (Y/N) 
Effective Date                                   Retroactive Rate:  (Y/N)  

 
Procedure Code. Procedure Name: 

Target Populations: (Enter up to six Target Populations or attach additional page with 
specifics.) 

      

 

Rate Information: Rate Requested:   

Explanation of Rate Requested: 

AP Finance Officer or 
Division Representative 

Authorized Signature 

 Date: 

 
Approved         Approved as Revised     Not Approved 

Division Comments: 

Division of MH/DD/SAS 
     Budget Office 
Authorized Signature: 

 Date: 
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